The age criteria applied in the NHS Cervical Screening Programme have been much debated at policy and professional levels, but little is known about women's views on appropriate age criteria. Our objective is to provide insight into women's views on age criteria for the NHS Cervical Screening Programme in England. We present data collected as part of a qualitative interview study conducted in the East Midlands of England. Thirty-five women, representing a range of ages and ethnic groups, were interviewed. Analysis was based on the constant comparative method. Women's views about the age criteria that should appropriately be applied to cervical cancer screening diverged considerably from the technical principles and criteria upon which policy decisions are based. Women called for screening to be extended at both the upper and the lower ends of the age range. However, there was little explicit acknowledgement in women's accounts of the risks posed by screening or of the relative effectiveness and cost-effectiveness of screening in women of different ages. Policy decisions about screening programmes often face problems of legitimacy and acceptability. There is an increasingly pressing need to ensure that the criteria used to make decisions about who will be offered screening are made explicit and communicated effectively, so that people's views can be well-informed.
Introduction
England's screening programme for cervical cancer has, since 1988, sought to reduce cancer incidence and mortality by identifying pre-cancerous abnormalities that, if left untreated, could develop into invasive cervical cancer. Currently, women aged between 25 and 64 years are eligible for a free cervical screening test every three to five years. The programme's age criteria have proved controversial (Sasieni at al. 2009; Sasieni et al. 2003; Sasieni et al. 2006; Rieck et al. 2006; Raffle 2004) . The age at which routine cervical screening should cease, including in particular whether it should be lowered to 50 years, has been much debated (Strander 2009; Rebolj et al. 2009 ), but currently remains age 64. Until 2003, the age at which women were first invited for cervical screening ranged from 20-24 years depending on local policy. However, in 2003, the NHS Cervical Screening Programme (NHSCSP) in England standardised the age at which women are first invited for screening so that women now receive their first invitation at age 25. This decision puts the English programme out of line with the three other countries of the UK, as Scotland, Wales and Northern Ireland all invite women from age 20.
The English decision to raise the age for first invitation to cervical screening was defended with reference to the rarity of the disease in women aged [20] [21] [22] [23] [24] and the lack of justification for the financial, psychosocial and morbidity costs of cervical screening in this age group (Sasieni et al. 2003) . Recent evidence supports the conclusion that cervical screening in women aged 20-24 is substantially less effective in preventing cancer than screening in older women (Sasieni et al. 2009) , not least because changes in the young cervix are normal, and unnecessary treatment in response to putative abnormal features could interfere with fertility (Arbyn et al. 2008) . Nonetheless, the decision to begin routine screening at 25 rather than 20 has been much debated, and in May 2009 an ‗extraordinary meeting' of the Advisory Committee on Cervical Screening (ACCS) was asked to make recommendations to government ministers about whether the age 25 start date was still the right policy. The ACCS agreed unanimously there should be no change to the current policy, and explicitly rejected reducing the age limit to 20 years (Advisory Committee on Cervical Screening 2009).
Decisions about screening programmes still draw to a large extent on Wilson and Jungner's classic principles (Wilson and Jungner 1968) . The UK's National Screening Committee has developed these principles into explicit criteria for appraising the viability, effectiveness and appropriateness of a programme (see Box 1) (National Screening Committee 2010). However, public controversy in relation to screening programmes is rarely absent, and the high-profile death of the celebrity Jade Goody at the age of 27 in 2009, has led to considerable pressure for a re-lowering of the starting age for cervical screening. This pressure has endured after the ACCS review, and in June 2010 the family of Claire Allen, who died of cervical cancer at the age of 23 years, presented a petition to Downing Street calling for the screening age to be lowered (Department of Health 2010).
It is important to understand women's views on the appropriate age range for cervical screening and the reasons for such views, as they are likely to be critical in achieving public acceptability, and perceived legitimacy, of policy decisions in relation to screening programmes. There is, however, little research in this area. In this paper, we report data from a qualitative study of women's understandings and experiences of cervical screening in order to explore how women view the issue of appropriate age criteria, including both the upper and lower limits. The data for this study were collected before the decision to standardise age of first invitation across England, and thus give insights into women's views in a situation where they potentially had the option of attending screening from age 20.
Methods
This paper draws on a qualitative interview study carried out in the East Midlands of England. Ethical approval for the project was received from the University of Nottingham and all participants gave their informed consent to take part in the study. The interviews were carried out in 2002/3, and so were conducted immediately prior to the decision to standardise the starting age at 25 years. Thus, at the time the interviews were conducted, the arrangements for routine cervical screening were an invitation every three years or five years (depending on the local area) between the ages of 20 and 64 years, and women from across this age range were eligible to participate in the study.
A purposive sampling approach, structured by age and ethnicity, was employed to ensure heterogeneity (see Table 1 ). cancer. An interview guide, identifying a number of broad topics, was used to ensure coverage of key areas identified in advance of the data collection, but no attempt was made to restrict the interviews to these topics or to control the order in which they were discussed. It was important to avoid the women feeling they were being ‗tested' on their knowledge of cervical screening, causing unnecessary anxiety and/or fear of saying something ‗wrong'.
All interviews were audio-recorded and fully transcribed. Analysis of the interview material was based upon the constant comparative method (Glaser and Strauss 1967) . Key themes within the data were identified through repeated close readings and annotation of the interview transcripts. Individual transcripts were compared and contrasted, and deviant cases identified and explored. A coding framework was developed and refined, and subsequently applied to the full data set. QSR NVivo software was used to aid the coding, management and retrieval of data. The illustrative quotes included below were selected as particularly clear and/or concise examples, and all names have been changed.
Results
The 35 participants all reported routinely receiving an invitation letter to attend for cervical screening. Twenty-six of the 35 women interviewed reported attending for screening regularly; one had never attended; and the remainder could be characterised as ‗sporadic attenders'. Their accounts suggested that their views of the appropriate age range for cervical screening diverged considerably from the technical principles and criteria upon which policy decisions are based.
Lower age limit
Thirty of the participants identified the leaflet, entitled -Cervical Screening:
The Facts‖ (which accompanies screening invitations) as a key source of their information about the programme (Department of Health 2002). The leaflet explained the purpose of screening, outlined testing and reporting procedures, and identified factors that may make cervical cancer more likely (Box 2).
Box 2: Explanation of factors that may make cervical cancer more likely
It strongly emphasised sexual activity as a key risk factor (Armstrong and Murphy 2008) . For participants in our study, it was sexual activity rather than age that they saw as the appropriate determinant of whether women should be invited to screening.
I think the ones who are sexually active should go.
(Doreen, African Caribbean, 50-64 years)
Participants suggested that women should begin attending for screening as soon as they became sexually active, as this would be responsible behaviour.
Thus, participants suggested screening should be available (and indeed encouraged) from a significantly earlier age than recommended -as soon as sexual activity began. There were suggestions that professionals and policymakers were being naïve or out of touch in failing to recognise the age at which sexual activity may start: (Abigail, White British, 20-34 years)
I think maybe we should reduce it, and I think maybe if a doctor or Family Planning Clinic…knew that a young girl was sexually active, be it from 12 or whatever… maybe it should be a matter of fact that they go on the register to be screened because obviously it is quite a long time
(referring to the time between becoming sexually active and a first screening).
(Julia, White British, 35-49 years)
Upper age limit
The equation between being sexually active with needing screening was similarly applied in women's accounts to the upper age limit. It was often assumed that routine screening provision ceased, at least in part, because of an official perception that older women are no longer sexually active, or at least not to the same degree as their younger counterparts: 
Perception of risks, effectiveness and cost-effectiveness
Participants' accounts were examined for evidence that women identified risks, effectiveness, and cost-effectiveness as important influences on their views about who should be offered screening. Women's accounts suggested that they understood the screening programme entirely in terms of its benefits and they did not perceive that the effectiveness of the programme would vary by age. Participants characterised attendance at screening as morally responsible behaviour. Their strong perception was that the state was obliged to fulfil its side of the bargain by providing the programme, to the extent that considerations of cost-effectiveness in relation to age were seen as illegitimate: 
Discussion and conclusions
Decisions about the most appropriate age group for inclusion in the NHS Cervical Screening Programme are focused around technical criteria including those relating to incidence and natural history of cervical abnormalities, the relative effectiveness and cost-effectiveness of screening in women of different age groups and the weight of possible benefits against potential harms. Our data suggest that women's views of appropriate age criteria differ markedly from these technical principles. Women's accounts appeared to focus solely on benefits of screening and were strongly linked with the view that the most important risk factor was sexual activity, regardless of age.
There was little evidence that women recognised that screening also poses the risk of harms of physical and psychological morbidity. Similarly, the effectiveness of screening in different age groups was not discussed, and considerations of cost-effectiveness in relation to age were perceived as unacceptable. Women's views about the attractiveness of screening meant that they supported a wider age range than current official policy sees as appropriate.
The data presented here demonstrate how, in the absence of explicit statements in routine information material about why screening is focused on a particular age range, women developed and advanced alternative explanations for why screening was not offered to women outside this range.
They believed that failure to offer routine screening was based on a pennypinching attitude and official naiveté about sexual behaviour. These alternative explanations draw on very different criteria and kinds of evidence from those used by policy-makers.
Our findings highlight some of the shortcomings and dilemmas in communicating with the public about screening programmes. In order to encourage attendance, official information leaflets may emphasise the benefits and modifiable risk factors, and give little attention to potential harms and risks of screening or variability in effectiveness of screening according to age and other criteria (Thornton et al. 2003; Gøtzsche et al. 2009 ). But promoting the idea that attendance at screening is a feature of responsible health behaviour means that people may find it difficult to reconcile the positive aspects of screening with the fact that screening is only routinely offered to women within a particular age range. They may well, as women in our study suggested, see age criteria as an illegitimate and unjustifiable denial of amenity.
The concerns expressed by women in this study are likely to have intensified rather than lessened since the data were collected. The leaflet entitled -Cervical Screening: The Facts‖ remains virtually unaltered since these interviews were conducted, save that a bullet point advising that cervical cancer is more common if women do not use condoms has been omitted from 13 the current version. Despite the policy changes in standardising age of first invitation, the leaflet provides no rationale for the age criteria used in the programme, and continues to emphasise sexual activity as a risk factor. It includes the statement that cervical cancer is more common in women who first had sex at an early age, and thus does little to counter the views of women in our study that screening should be matched to age of sexual activity. At the same time, the Jade Goody effect is likely to have contributed to the development of a widely-held availability heuristic, where people predict the frequency of an event (such as cervical cancer affecting a young woman) based on how easily an example can be brought to mind. The presentation to Downing Street in June 2010 of a petition calling for the starting age to be lowered provides some evidence of this.
Strengths and limitations of the study
This was a small study that makes no claims to representativeness; a survey approach would be needed to quantify frequency of the views expressed. The study was conducted prior to the decision to standardise the lower age for screening at 25 years, and this may be seen as both a weakness (in the sense that the data were collected some time ago), but a strength in the sense that these women had experience of different systems, and thus not only offer comments from a position of a wider perspective but also demonstrate the striking uniformity of their views.
Implications for future research or clinical practice
Given that debates about medical screening are rarely confined to policymakers and health professionals, but increasingly enter the public sphere, there is an increasingly pressing need to ensure that the criteria used to make 14 decisions about who will be offered screening are made explicit and properly communicated in order to establish the legitimacy and acceptability of such policy decisions. If this does not happen, contestation and agitation can be anticipated, and there is a risk that public pressure could overwhelm carefully considered scientific criteria. Understanding how women make sense of who is invited for screening is an important first step in thinking about how best to communicate such decisions to the public.
